forward and upward direction into the talus, to stabilize the hindfoot. The wound was closed and a plaster cast applied, moulding the forefoot into the corrected position of plantaris and adduction.
The Kirschner wire was removed two weeks later when the plaster was changed. Weight-bearing was not permitted for six weeks. The plaster was removed finally eleven weeks after operation.
At this early stage the result is encouraging. The marked equinus of the heel and abduction of the forefoot has been corrected and the longitudinal arch restored (Figs 4 and 5) .
The post-operative lateral radiograph (Fig 6) shows a satisfactory reposition of the tarsus. The position of the talus is now normal and the heel equinus is markedly reduced, thus reducing the dorsiflexion of the forefoot at the midtarsal level.
Discussion
The disappointing results of conservative methods of treatment, even in very early cases, has led to a variety of operations being advocated. Hark (1950) noted two types of surgical procedure recommended in the literature: astragalectomy -the more popular-and excision of the head of the talus. He described an operation first correcting the equinus heel by elongation of the tendo achillis and posterior capsulotomy of the ankle and then mobilization and reposition of the talar dislocation, with lengthening of the extensor and anterior tibial tendons.
Osmond-Clarke (1956) noted the failure of manipulative methods and described an operation for this deformity. The talus could be reduced after division of its ligamentous attachments and stability was achieved by transplanting the peroneus brevis tendon to the neck of the talus. on a later X-ray (Fig 1) . Further X-rays showed healing of the bone infection.
At 7 months, when there was no evidence of infection, it was decided to try and reduce the dislocated hips by manipulation under anmesthesia and immobilization in a plaster spica. Repeated attempts over a period of eight months were unsuccessful. An X-ray at 15 months did not reveal the capital epiphyses of the femora which were thought to have been destroyed by infection. The child was mobilized and kept under observation.
X-rays and arthrograms of the hips at 2j years showed persistent bilateral dislocation and absence of the femoral heads.
The child is now fuUy active with almost full range of movement of the hips. Leg lengths are equal and he has a symmetrical waddling gait and a lumbar lordosis. Latest X-rays (Fig 2) No suspicion at any time was cast on the condition of either hip but the mother had noticed some asymmetry of the legs some months prior to bringing him to hospital, but had felt that this was a slight disability compared to the loss of her previous five pregnancies.
Treatment: He was admitted to hospital and placed on an abduction frame but reduction was not possible. Open reduction was attempted; it was found that the capsule was densely adherent to the neck of the femur and no capital epiphysis was present, there being only a knurled stump of articular cartilage at the base of the neck. The tight structures around the hip were divided but Fig 4 Case 2 X-ray at 2 years 10 months showing persistent dislocation but suggestion ofdeveloping epiphysis 8 it was not found possible to reduce the hip. The leg was held in abduction and internal rotation in plaster casts, but later the child was allowed to run free. Present condition: This child has an unreduced dislocation, with some limitation of movement and 1 in. of shortening, but no pain, and he can run about reasonably well, but recent radiographs (Fig 4) suggest that an ossific centre may be developing. Comnment Smith (1874) described 22 cases of infective arthritis in infants and pointed out certain features differentiating this condition from that occurring in older children. He noted the high incidence of destruction of the articular ends of bones and pathological dislocation with subsequent severe shortening.
The infection may be obvious, as in Case 1, but is sometimes insidious and undetected until months later when the child begins to walk with a pronounced limp (Case 2) (Harmon 1942 ). Green & Shannon (1936) and Woolman (1956) showed that staphylococcal skin sepsis was present in many infants who developed septicemia and infective arthritis. The possibility that venepuncture is the route of entry of the organism is shown in the cases reported above.
In infants in whom an early diagnosis has been made, aspiration of the hip, traction in abduction and administration of the appropriate antibiotic is recommended. If there is marked swelling and induration, freer release of the pusis strongly advised (Eyre-Brook 1960).
The problem presented by persistent dislocation of the hip in patients whose femoral capital epiphysis has been destroyed is a serious one. In Case 1, the child had good function and it was decided to leave him with dislocated hips. In Case 2, however, the problem is whether it will be worth while to persist with attempts at reduction.
L'Episcopo (1936) and Harmon (1942) both advocate fork osteotomy of the upper end of the femur in an attempt to stabilize the hip. Blundell Bankart (1945) described the transplant of the proximal end of the fibula into the stump of the neck of the femur in a girl of 4j years with a good functional result.
